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Abstract 
Client change motivation is considered a key factor in psychotherapy. Existing research 
on motivation has largely relied on self-report, which is prone to response bias and inconsistently 
related to treatment outcome. In contrast, early observed client in-session language may be a 
more valid measure of initial motivation. The present study investigated 85 clients undergoing 
cognitive behavioural therapy alone (CBT) or CBT infused with motivational interviewing (MI-
CBT) for generalized anxiety disorder. The aims were: (1) to compare the predictive capacity of 
motivational language vs. self-reported motivation, and (2) to examine the influence of treatment 
condition on motivational language. Findings revealed motivational language explained up to 
38% of outcome variance, even 1-year posttreatment. In contrast, self-reported motivation failed 
to predict outcome. Moreover, MI-CBT was associated with a decrease in detrimental 
motivational language compared to CBT alone. These findings support attending to motivational 
language in CBT and responding to these markers using MI.  
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The Predictive Capacity of Self-Reported Motivation vs. Observed Motivational Language in 
Cognitive Behavioural Therapy for Generalized Anxiety Disorder 
Motivation is widely considered a key factor bearing on psychotherapy outcomes, and 
many studies have been conducted attempting to quantify the effects of client motivation on the 
therapeutic process and client outcomes, across many psychological disorders (Dozois, Westra, 
Collins, Fung, & Garry, 2004). Client motivation to change can fall on a continuum of low to 
high, or one may be ambivalent about changing; that is, desiring change but simultaneously 
showing reluctance, or willing to change certain behaviours but not others. Unfortunately, 
research on client motivation has been hampered by inadequate measurement (Dozois et al., 
2004; Hunter, Button, & Westra, 2014). Current measures of motivation are mainly self-report, 
which can be rife with validity concerns due to response bias and ceiling effects (Westra, 2011). 
Moreover, although self-report motivation measures often reliably predict treatment dropout, 
they tend to be weak and inconsistent predictors of clients’ treatment outcomes (e.g., Kampman, 
Keijsers, Hoogduin, & Hendriks, 2008; Pinto, Pinto, Neziroglu, & Yaryura-Tobias, 2007; Vogel, 
Hansen, Stiles, & Götestam, 2006). The current state of motivational research calls for 
observational or behavioural measures to be used to circumvent the problems associated with 
self-report. Recently, an observational measure of motivation, the MISC (Motivational 
Interviewing Skills Code; Glynn & Moyers, 2009), has been demonstrated to reliably predict 
outcome in the domains of substance use (Vader, Walters, Prabhu, Houck, & Field, 2010) and 
anxiety disorders (Westra & Norouzian, 2018). Lombardi, Button, and Westra (2014) examined 
this predictive ability, and found that the MISC was able to predict outcomes above and beyond 
self-report measures. Observational measures of motivation thus show promise in overcoming 
measurement issues.    
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In addition to motivation, resistance is widely known to be a critical therapeutic issue that 
must be minimized to allow for successful treatment (Westra & Norouzian, 2018). Motivation 
and resistance are connected, as ambivalence regarding change can result in resistance to the 
therapeutic process if the client is directed to change before they are ready (Button, Westra, 
Hara, & Aviram, 2015; Westra, 2012). This is understandably common in action-oriented 
therapies such as Cognitive Behavioural Therapy (CBT), where high motivation is often 
assumed or required.  
With these issues in mind, the present study sought to directly compare self-report 
measures of motivation to the predictive capacity of observed motivational language as assessed 
by the MISC, hoping to replicate the effect demonstrated by Lombardi and colleagues (2014). A 
measure of interpersonal resistance was also incorporated into the MISC, hoping to further 
improve the ability to predict outcomes. Given the importance of motivation in directive 
therapies, this study examined this measure in CBT for GAD. This study also examined the 
effects on motivation when Motivational Interviewing (MI; Miller & Rollnick, 2013) was 
integrated into CBT treatment for GAD (Westra, 2012), thus attempting to demonstrate this 
effect in two different therapies.  
A review of the current research surrounding these topics follows. First, I will outline the 
importance of client motivation in therapy, review the problems associated with self-report 
measures of motivation, and outline the existing literature using the MISC (Glynn & Moyers, 
2009). Next, I will outline the problem of resistance and its association to motivation, and will 
indicate how these two processes effect CBT treatment. Further, I will review how integrating 
MI into this treatment has affected motivation and resistance. Finally, I will outline the specific 
aims of the present study.  
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Client Motivation in Psychotherapy 
Client readiness or motivation to change is widely considered by therapists to be essential 
to therapeutic outcomes (Dozois et al., 2004; Keijsers, Hoogduin, & Schaap, 1994). In a 2010 
survey by the American Psychological Association of clinician experiences in treating panic 
disorder, 67% of clinicians identified minimal client motivation at therapy outset as a problem. 
Client motivation also influences a number of factors essential to the therapeutic process, such as 
therapeutic alliance, homework compliance, and commitment to therapy. For example, when 
looking at a number of client dispositional characteristics, Bachelor, Laverdière, Gamache, and 
Bordeleau (2007) found that only motivation was significantly related to client collaboration.  
In the addictions domain, motivation measured via self-report has been reasonably 
successful in predicting outcomes. For example, Meier, Donmall, Barrowclough, McElduff, and 
Heller (2005) reported improved alliance with drug users motivated to seek help, but poor 
relationships with clients who were in therapy because of external pressures. Similarly, in 
individuals receiving treatment for alcohol abuse, low internalized motivation predicted dropout 
(Ryan, Plant, & O’Malley, 1995). More recently, Collins, Malone, and Larimer (2012) assessed 
predictive ability of motivation in relation to drinking outcomes using the SOCRATES (Stages 
of Change Readiness and Treatment Eagerness Scale), a self-report measure of motivation 
(Miller & Tonigan, 1996). They discovered that motivation to change predicted decreased 
alcohol consumption on drinking occasions, greater odds of not drinking to intoxication, and 
reduced alcohol related problems. Over the two-year follow-up period, motivation to change was 
even more predictive of behaviour change than was treatment attendance (Collins et al., 2012). 
Despite the relative success of self-report measures in addictions, the findings linking motivation 
and outcomes are less compelling in other domains such as eating disorders and anxiety 
disorders (Geller & Drab, 1999; Kampman et al., 2008; Westra, 2012).  
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In general, measures of motivation can be problematic and limited for many reasons. 
Motivation is a multidimensional and complex construct. Individuals may be willing to change 
some aspects but not others (e.g., willing to reduce bingeing, but not food restriction, among 
individuals with bulimia nervosa), or may feel both ready and resistant to change (Geller, 
Cockell, & Drab, 2001). Most measures of motivation that have been developed are self-report 
measures, and given the complexity of change, articulating desire for change in response to 
simple questionnaire items may be an oversimplification. Furthermore, individuals have the 
tendency to respond pro-recovery to questionnaire measures in psychotherapy, as a function of 
social desirability bias (Geller, Brown, Zaitsoff, Menna, Bates, & Dunn, 2008). Therefore it is 
not surprising that a consistently successful measure of motivation has not been developed, and 
that existing measures tend to be poor predictors of outcome (Miller & Johnson, 2008; Westra, 
2011). One of the most commonly used measures of motivation is the University of Rhode Island 
Change Assessment questionnaire (URICA), but the even the predictive ability of the URICA is 
often lacking (Field, Adinoff, Harris, Ball, & Carroll, 2009). The URICA has been demonstrated 
to successfully differentiate treatment completers from non-completers (Vogel et al., 2006), and 
in some cases can differentiate treatment responders from non-responders (Dozois et al., 2004), 
but is often associated with outcome in unexpected and unreliable ways (Field et al., 2009). For 
example, in a study applying the stages of change to individuals with GAD in a pharmacological 
trial, high contemplation was associated with a greater decrease in anxiety and illness severity. 
However, there was no relation between action and outcomes (Wilson, Bell-Dolan, & Beitman, 
1997). It is counterintuitive that a measure of contemplation (which describes being stuck and 
ambivalent about change) is associated with improved outcome, yet a measure of taking action to 
change is not related to outcome.  
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High ambivalence or low motivation to change is a particularly common problem in 
eating disorders, and therefore research in this area is robust. Research in eating disorders has 
also demonstrated that questionnaire measures of motivation to change do not consistently 
predict psychotherapy outcome (Geller et al., 2008). Geller and Drab (1999) note that these 
motivational measures were initially developed for single symptom problems such as drug and 
alcohol use, and therefore might not fully capture motivation in multidimensional disorders 
encompassing a range of behavioural, cognitive, and affective features. Thus, while these 
measures are effective in substance use disorders, their predictive capacity is weaker in eating 
and anxiety disorders. In response to this issue, Geller and Drab (1999) created a semi-structured 
interview, the Readiness and Motivation Interview (RMI) to better understand a client’s 
motivation in eating disorders. To limit self-presentation bias, the therapist emphasizes the 
collaborative nature of the assessment and maintains a curious, non-judgemental stance. As a 
result, the RMI is a better predictor of behaviour change than commonly used self-report 
questionnaires (Geller & Drab, 1999).   
 In 2008, Miller and Johnson attempted to create a better self-report measure of 
motivation by examining the language clients use when discussing change in therapy sessions. 
They discovered six themes of language about change: desire, ability, reasons, need, 
commitment, and taking steps. Using these themes, they created the Change Questionnaire (CQ), 
to hopefully improve validity and predictive capacity of self-report motivational measures. Each 
language theme has two items in the CQ, and clients rate how much they agree with these items 
on a scale from 0-10 (ex. “There are good reasons for me to make this change”; “I am trying to 
make this change”; Miller & Johnson, 2008). When tested across seven addiction treatment sites 
(N=1035 participants), the measure had a very large ceiling effect, with most subjects reporting 
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10/10 agreement on every item. Thus, although it uses client’s own language regarding change, 
this measure could have been subject to impression management or overconfidence. This is 
especially likely since this survey was administered to individuals who were already in 
treatment, and, thus, these individuals may have wanted to convey high motivation to change.  
 Following studies showed that this measure does have promise in regard to predictive 
capacity. Gaume, Bertholet, Daeppen, and Gmel (2013) used the CQ as a predictor for hazardous 
alcohol and tobacco use at 6-month follow-up in 308 young adult males. Higher change scores 
predicted decreased hazardous tobacco and alcohol use, showing support for the predictive 
validity of the CQ in tobacco and alcohol use (Gaume et al., 2013).  
Further, Westra (2011) used the CQ to measure motivation to change in individuals 
undergoing CBT for generalized anxiety disorder (GAD). Higher levels of motivation according 
to the CQ were associated with higher levels of homework compliance, and better worry 
reduction at post-treatment and 1-year follow-up. Although the capacity for ceiling effects were 
noted, there was sufficient variability in CQ scores in this study to predict therapy outcomes. 
Importantly, two other measures were used to measure motivation in this study; the Client 
Motivation for Therapy Scale (CMOTS, a self-report measure; Pelletier, Tuson, & Haddad, 
1997) and an observational measure of client resistance (CRC; Chamberlain et al., 1985). 
Although the CQ predicted outcomes, the observational measure accounted for much more of the 
variance in outcomes, and the CMOTS was unrelated to outcome. It was concluded that 
motivation to change can be captured to some degree on self-report measures, but that highly 
face valid measures such as the CQ may fare better than indirect self-report measures of 
motivation. Similarly, Lombardi and colleagues (2014) used the CQ along with CMOTS and the 
MISC in individuals undergoing CBT for GAD, and discovered that only the CQ and the MISC 
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were predictive of outcomes at the end of treatment. However, the MISC accounted for an 
additional 17% of the variance in treatment outcome, above and beyond the CQ (Lombardi et al., 
2014) 
Thus, the CQ shows some promise in predicting outcomes in addictions and anxiety disorders, 
and should be explored further in relation to other measures of self-report and observational 
measures in order to elucidate its predictive ability.  
 When one considers the context in which these self-report measures of motivation are 
completed, it is unsurprising that they are often unrelated to outcome, as response bias would be 
highly likely. When presenting for therapy, one would naturally feel compelled to indicate that 
they are ready and willing to change, so as to put themselves in a favourable light to their new 
therapist and to hopefully get the most out of therapy (Lombardi et al., 2014). Furthermore, a 
new client might assume that if they reported they were not ready or willing to change, that the 
therapist would be potentially less positive and/or interested in working with them. Finally, one 
may truly believe they are ready to change when they sign up for therapy, as it is usually 
compelled by high levels of distress, but may not realize they are unwilling to give up certain 
aspects of their thoughts or behaviour until the therapist makes a suggestion for change (Waller, 
2012; Westra, 2011). A measure of motivation that is not self-report is necessary to mitigate 
these concerns. Observational measures of motivation are a promising solution to these 
problems.  
Motivational Language as a Measure of Motivation 
The Motivational Interviewing Skills Code (MISC; Glynn & Moyers, 2009) is an 
observational system that allows for the coding of client language regarding change during a 
session of psychotherapy, and it has been used in a variety of contexts to measure motivation in 
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psychotherapy clients (Glynn & Moyers, 2009). Two types of statements are coded: statements 
in favour of change (change talk, or CT), and statements in favour of the status quo/in opposition 
to change (counter-change talk, or CCT). Subtypes of CT and CCT are desire, ability, reasons, 
need, and commitment. Later, ‘taking steps’ was also included as a subtype, making these 
subtypes identical to those identified by Miller & Johnson (2008) and used in the CQ, discussed 
above (Amrhein, Miller, Yahne, Palmer, & Fulcher, 2003). Thus, any statement reflecting the 
desire to change, ability to change, reasons to change, need to change, commitment to change, or 
taking steps towards change are considered change talk statements, and statements reflecting the 
opposite are considered counter-change statements. The more CT statements, the more motivated 
a client is purported to be, and the more CCT statements, the less motivated. High levels of both 
CT and CCT reflects ambivalence. Motivational statements are measured by independent coders, 
so as to prevent bias on behalf of the therapist. Evidence indicates that therapists are poor at 
judging their own clients’ levels of motivation, as they are too enmeshed in the process and are 
invested in the rating (Geller, 2002).  
Some researchers caution against using client statements to determine motivation (e.g. 
Waller, 2012). As mentioned above, clients may believe they are motivated to change, and state 
they desire change, but this may not be an indicator of their actual motivation. Waller (2012) 
reviews the evidence surrounding clients’ statements regarding motivation in eating disorders, 
and concludes that the most effective measure of motivation in this domain is early behaviour 
change. This is captured in the MISC through the many types of statements that are coded 
regarding change. Specifically, statements regarding ability, commitment, and taking steps to 
change are able to measure change already in action, and strengthens the MISC as a measure 
examining more than change desire or intention. For example, for an individual in therapy for 
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GAD, the following statement would indicate positive motivation: “Yesterday I gave myself a 
list of five things I would like to accomplish, and I accomplished three of them and I felt really 
good, because I did my job. That really worked”.  This individual took steps to reduce their 
worry, and was able to feel less anxious for doing so. Through client statements regarding 
motivation, the MISC can measure more than direct or literal statements in favour or against 
change.   
At present, evidence for the MISC’s predictive validity largely centres on the domain of 
drug and alcohol abuse. For example, Magill, Apodaca, Barnett, and Monti (2010) discovered 
that although self-reported motivation did not predict completion of a change plan in problematic 
drinkers, change plan completers expressed significantly more CT, and non-completers 
expressed more CCT. In addition, those who completed a change plan had an increasing number 
of arguments for change over the course of the session. Amrhein and colleagues (2003) 
identified that increased strength of commitment language (i.e. change talk) is associated with 
more favourable outcomes for drug use clients. Furthermore, many researchers have found that 
more change talk in therapy for drug users predicts reduced substance use. Conversely, more 
counter-change talk in therapy for these individuals predicts less reduction in substance use (e.g., 
Magill et al., 2014; Moyers, Martin, Houck, Christopher, & Tonigan, 2009; Vader et al., 2010). 
More recently, the MISC has been applied to CBT treatment for GAD, with early CCT 
repeatedly emerging as a significant predictor of process and outcome variables. Higher CCT in 
session 1 of therapy is associated with less homework compliance, greater risk of alliance 
rupture, and poorer treatment outcomes (Button, Westra, & Hara, 2014; Goodwin, Constantino, 
Westra, Button, & Antony, 2015; Hunter et al., 2014; Lombardi et al., 2014). For example, 
Hunter and colleagues (2014) identified that client-therapist dyads that went on to experience an 
10 
 
alliance rupture in therapy had significantly higher levels of CCT at the outset of treatment than 
those who did not experience an alliance rupture, this being a large effect. In relation to post-
treatment outcome, in 37 individuals undergoing CBT for GAD, Lombardi and colleagues 
(2014) identified CCT to account for 21% of the variance in post-treatment worry scores, above 
and beyond self-report measures of motivation.  
Although in the substance use literature both change talk and counter-change talk predict 
therapy outcomes, in the anxiety disorder literature, counter-change talk seems to be the 
important predictive factor. Change talk has been repeatedly found to be unrelated to outcomes 
(Button et al., 2014; Hunter et al., 2014; Westra & Norouzian, 2018), with the exception of one 
recent study (Goodwin, Constantino, Westra, Button, & Antony, 2017). In the context of severe 
generalized anxiety disorder, CT was found to significantly predict mid-treatment worry, in that 
more change talk was related to greater worry reduction (Goodwin et al., 2017). Clearly further 
research is warranted. In sum, the MISC appears promising as an alternative measure of 
motivation in the area of CBT for anxiety, as it is predictive of outcomes and not hampered by 
the issues of self report. However, the MISC should be examined further in relation to other 
motivational measures, in larger sample sizes, and across different treatments. 
Resistance in the Therapeutic Relationship  
Along with motivation, resistance (or client opposition to the therapist/therapy) is a 
crucial factor that should be considered in therapy. Resistance is defined as any behaviour that 
opposes, diverts, blocks, or impedes the direction set by the therapist. Resistance can be present 
in both process (ex. being disengaged with the therapist) and content (ex. outwardly objecting to 
a therapist direction). There is strong and consistent evidence that effective psychotherapy is 
associated with the relative absence of resistance (Aviram & Westra 2011; Jungbluth & Shirk, 
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2009; Mamedova, Westra, Constantino, & Antony, 2016; Westra, 2011; Westra & Norouzian, 
2018).  
Early resistance in CBT is associated with poor subsequent engagement, such as 
homework noncompliance, early therapy termination, and poorer outcomes (Aviram & Westra, 
2011; Constantino, Westra, Antony, & Coyne, 2017; Jungbluth & Shirk, 2009; Westra, 2011). 
Resistance has also been found to be demoralizing to both therapists and clients, and the impact 
on client’s expectations accounts for much of the negative impact of resistance on outcomes 
(Mamedova et al., 2016). Resistance even as early as session 1 of therapy is capable of strongly 
predicting poor client outcome up to 1-year posttreatment (Aviram & Westra, 2011).  
Ambivalence and resistance are not only both important to the therapeutic process, but 
they are interrelated, with one affecting the other. Brehm and Brehm (2013) theorize that the 
aversive state of reactance arises when people perceive a threat to their personal freedoms. When 
people are directed to change when they are not ready (i.e. when they have low motivation), they 
respond oppositionally by resisting the therapist direction (Westra & Aviram, 2013). In other 
words, high ambivalence about change may devolve into resistance if it is poorly addressed or 
managed (Button et al., 2015).  Continuing to direct a person in this oppositional state only 
furthers the resistance, and this may develop into critical or hostile resistance on the part of the 
client (Westra & Norouzian, 2018).  
Accordingly, Sijercic, Button, Westra, and Hara (2016) adapted the MISC to incorporate 
interpersonal context of CCT, i.e. whether or not the arguments against change were stated in the 
context of resistance. According to theories of motivation in the context of psychotherapy, there 
are two reasons to argue against change: (1) to disclose your concerns about change when you 
are ambivalent (i.e., ambivalent CCT, or CCT-A), and/or (2) to oppose the direction, advice, or 
12 
 
suggestions of the therapist (i.e., resistant CCT, or CCT-R; Miller & Rollnick, 2013). CCT-A is 
hypothesized to be a normal aspect of the change process, as it is a mere disclosure of conflict 
regarding change. For example, the therapist might indicate empathic understanding by saying, 
“When negative events happen in your life, this gives you a reason to worry”. The client replies 
with, “This is exactly why I am worrying. If I’m not going to worry, then who is? I have to 
worry”. Here the client is arguing against change, as she is explaining that her worry is important 
and expresses an inability to change. Although this is CCT, the client is going along with the 
therapist by agreeing with and expanding on the therapist’s statement. The client and therapist 
are collaborating and are in harmony, even though the client is expressing reservations about 
changing, thus making it a CCT-A statement.   
CCT-R (or CCT in the context of resistance) on the other hand is considered problematic, 
as it represents interpersonal challenge or disruption in the therapeutic relationship and treatment 
process. For example, the therapist might suggest, “We can do relaxation exercises to treat the 
physical symptoms of anxiety”. The client replies with, “I have never found that to work… it 
takes a lot of effort, and I don’t seem to get the benefit”. Here the therapist is proposing a 
solution and the client rejects it. The client is directly opposing the therapist as well as arguing 
against change, because she doesn’t wish to take the steps to become less anxious. Thus, this is a 
CCT-R statement.  
In support of this hypothesis, when differentiating CCT into ambivalent and resistant, 
Sijercic and colleagues (2016) discovered that CCT-R, but not CCT-A, was detrimental to 
outcomes. The authors reasoned that statements arguing against change in therapy are not a 
problem in themselves—rather, they become problematic when these statements are uttered in 
order to oppose the therapist/therapy (Sijercic et al., 2016). Thus, in any study examining the 
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predictive capacity of motivational language it seems vital to consider the interpersonal context 
in which statements against change (CCT) are uttered. This is important since some types of 
CCT (Ambivalent CCT or CCT-A) are not associated with outcomes, while other types 
(Resistant CCT or CCT-R) are predictive.  
The Integration of MI and CBT 
Motivational interviewing (MI) is a therapeutic method that specifically focuses on 
dealing with ambivalence about change, minimizing resistance, and increasing momentum for 
change (Miller & Rollnick, 2013; Westra, 2012; Westra & Norouzian, 2018). Importantly, 
ambivalence is seen as a normal part of the change process and reasons against change aren’t 
opposed or suppressed by the therapist (Westra & Aviram, 2013). In turn, rather than being 
directed to change, the MI client often comes to voice arguments for change themselves. MI 
clients therefore identify their motivation as intrinsic, rather than attributing their reasons for 
change to the therapist, and research has indicated intrinsically motivated changes are more 
likely to endure (Davison, Tsujimoto, & Glaros, 1973). In addition, the collaborative and 
autonomy supporting “spirit” of MI is thought to help clients recognize themselves as an 
authority. Thus, MI addresses the problems that can hinder progress in CBT for some, 
specifically resistance and low motivation/ambivalence (Westra & Norouzian, 2018).  
MI aims to complement existing treatments, rather than replacing them. Consequently, 
the success of CBT can be maintained, while also adding the benefit of reduced ambivalence and 
resistance, leading to improved treatment outcomes (Westra & Norouzian, 2018). When MI is 
integrated into CBT treatment (MI-CBT), improvements in many therapy processes and 
outcomes have been found. Specifically, in two randomized control trials (RCTs) comparing MI-
CBT with CBT alone, MI-CBT showed a consistent advantage, particularly in terms of long-
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term outcomes (Westra, Arkowitz, & Dozois, 2009; Westra, Constantino, & Antony, 2016). 
Clients in MI-CBT had less mid-treatment resistance, perceived greater therapist empathy, were 
more likely to finish the entire course of therapy, and were over five times more likely to no 
longer meet diagnostic criteria at one-year follow-up (Westra et al., 2016). Most notably, in 
terms of process, clients receiving MI-CBT have been found to have less resistance during 
treatment compared to CBT alone, and this goes on to mediate the comparative treatment effects 
(Aviram & Westra, 2011; Constantino et al., 2017). That is, integrating MI with CBT results in a 
more harmonious, engaging, productive therapy environment (Westra & Norouzian, 2018).  
In addition to these impacts on process, many studies in the addictions domain have 
shown a positive effect of MI on motivational language in particular, with more CT and less 
CCT relative to comparison treatments (Catley et al., 2006; Miller, Benefield, & Tonigan,1993). 
Furthermore, within session, therapist MI-like statements have been found to be followed by CT, 
while MI-inconsistent statements are associated with CCT (Moyers et al., 2007). To further 
elucidate this association, Moyers and colleagues (2009) investigated the causal chain of 
improved outcomes in individuals receiving MI for alcohol abuse. These researchers discovered 
that even within session, MI consistent behaviours on behalf of the therapist increased the 
likelihood of immediately following change talk.  On the other hand, MI inconsistent behaviours 
led to a decreased likelihood of CT. In turn, increased CT led to improved outcome. 
Interestingly, CCT statements in this study followed both MI consistent and inconsistent 
therapist behaviours. The authors concluded that therapists should not suppress client statements 
against change, as they are a normal part of the change process, and they often occur 
simultaneously with CT as the client weighs the pros and cons of changing. This supports the 
above theory that talk against change isn’t negative per se, but it is possible that the context of 
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the talk against change is of importance. Moreover, similar studies examining motivational 
language in other populations are needed.   
Present Study  
This review of the literature has highlighted the importance of finding a reliable measure 
that can be used to assess motivation to change at the outset of therapy. Such a measure may 
allow therapists to identify individuals who might have difficulty responding to treatment, and 
therefore therapists could focus efforts on maximizing the gains of these individuals. Moreover, 
only one study has systematically compared self-report and observational measures of client 
motivation, and this should be replicated in a larger sample. No study in the area of anxiety has 
examined the impact of MI-CBT vs CBT alone on early client motivational language.  Such a 
study is necessary in order to examine whether the benefits of integrating MI can be observed at 
the level of in-session language; an important mechanism in MI theory.  
Drawing on the aforementioned RCT comparing CBT with MI-CBT in individuals with 
severe GAD (Westra et al., 2016), the first aim was to extend research on the MISC for anxiety 
by directly comparing its predictive capacity in session 1 to two commonly used self-report 
measures of motivation (described below). This study will contribute to and extend the results of 
Lombardi and colleagues (2014) by assessing the MISC in a larger sample. Furthermore, 
considering the importance of resistance in psychotherapy, this study will examine whether a 
measure of resistance integrated into the MISC improves the predictive capacity of this measure, 
and will also identify whether only specific statements against change negatively impact 
outcome. Finally, this study will also examine whether the predictive capacity of this measure is 
maintained to one-year follow-up. It was expected that observed client motivational language 
would be a more potent predictor of both post-treatment and one-year follow-up outcomes, 
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compared to client self-reported motivation. Given previous research (Sijercic et al., 2016), it 
was also expected that CCT-R in particular would be the strongest predictor of outcomes within 
language indices of motivation. 
The second aim of this study was to examine the impact on client motivational language 
when MI is integrated with CBT (i.e., MI-CBT) compared to CBT alone. Given that early 
observed motivational language has been reliably found to predict outcomes in CBT, it would be 
important to determine if integrating MI into CBT influences client language for and against 
change early in treatment. Given MI’s explicit emphasis on the identification of, and response to 
client motivational language, MI-CBT was expected to have a beneficial impact on the 
motivational language profile, leading to more CT and lower levels of the problematic type of 
counter-change talk, CCT-R. 
Method 
Participants  
Data were obtained from an RCT examining the effects of integrating MI with CBT for 
severe GAD (Westra et al., 2016). Clients were 85 adults seeking treatment at one of two sites 
(York University, Ryerson University) in Toronto, Canada. Clients were randomly assigned to 
receive either MI-CBT (n = 42) or CBT (n = 43). All participants met DSM-IV-TR and DSM-5 
criteria for principal GAD (American Psychiatric Association, 2000; American Psychiatric 
Association, 2013), and were required to have high worry severity, scoring 68 or above on the 
Penn State Worry Questionnaire (Meyer, Miller, Metzger, & Borkovec, 1990). Unmedicated 
participants were required to remain unmedicated for the duration of the trial. Participants taking 
antidepressants were required to remain on a stable dose throughout the trial, and those who had 
recently discontinued antidepressant use were required to undergo a washout period of 3 months. 
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Participants were not in concurrent psychotherapy or taking benzodiazepines. Individuals 
meeting criteria for a concurrent psychotic or bipolar disorder, substance dependence, cognitive 
impairment, or severe suicidal ideation were excluded from the trial. See Table 1 for 
characteristics of the included participants. Of the 85 participants in this study, 69 remained at 
post-treatment, and 67 presented for 1-year post-treatment testing.  
Treatments  
Clients in both conditions underwent 15 weekly individual therapy sessions, as well as 
two booster sessions at 1 and 3 months following treatment. Those in the CBT condition 
received CBT for all sessions. The CBT was adapted from several evidence-based protocols (see 
Westra et al., 2016 for details) and included psychoeducation, self-monitoring, progressive 
muscle relaxation, cognitive restructuring, and behavioural interventions. MI-CBT clients 
received four sessions of MI at the beginning of treatment, which involved exploring their 
feelings about change and preparing to change, but did not include any change-oriented 
strategies. For the remaining sessions, MI-CBT clients received CBT integrated with MI, which 
included change-oriented methods while maintaining the MI ‘spirit’ of empathy, collaboration, 
and autonomy support, and switching to an MI style in the presence of markers of ambivalence 
or resistance. 
To control for allegiance, therapists delivered either CBT or MI-CBT (not both), self-
selected into the condition they wished to deliver, and were supervised independently by an 
expert in the respective treatment approach. All therapists were either doctoral candidates in 
clinical psychology or postdoctoral psychologists, and all were female. There were 21 therapists. 
MI-CBT therapists saw a range of 1-13 clients, and CBT therapists saw a range of 1-6 clients, 
both groups with a Median of 4. Therapist age and clinical experience did not differ between 
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treatment group (Age M = 28.76, SD = 3.46 years; Experience M = 294.74, SD = 420.44 hours).  
Therapists had extensive training through workshops and pilot cases prior to seeing the trial 
clients, were required to demonstrate competence in at least one practice case, and were 
supervised with weekly video review.  
Measures  
Penn State Worry Questionnaire (PSWQ; see Appendix A) 
The PSWQ (Meyer et al., 1990) is a widely used 16-item instrument assessing trait 
worry, and served as the principal outcome measure in the trial and the present study. Scores 
range from 16-80, with higher scores representing higher worry severity. The PSWQ has high 
internal consistency and temporal stability, and good convergent and discriminant validity 
(Brown, Antony, & Barlow, 1992). The PSWQ reliably differentiates GAD from other anxiety 
disorders and healthy controls (Brown et al., 1992). For the current study, α was .62 at baseline, 
but ranged from .96 to .97 at posttreatment and follow-up assessments.1 
Change Questionnaire (CQ; see Appendix B) 
The CQ (Miller & Johnson, 2008) is a measure of self-reported motivation. It is a 12-item 
scale derived from psycholinguistic research on the natural language clients use to describe their 
own motivation. There are two items each representing desire, ability, reasons, need, 
commitment, and taking steps to change. Clients identify what they are considering changing (in 
                                                 
1The restriction of range on the PSWQ at baseline likely negatively influenced reliability, given high 
severity on the PSWQ as a criterion for inclusion. With more variability at posttreatment and 
follow-up assessments, the internal consistency of the measure was back to its typically high levels. 
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this case “to worry less”), and complete all items on a scale from 0-10 according to the degree 
that each statement describes their motivation to change the identified issue. Scores range from 
0-120, with higher scores representing higher motivation to change. The scale has good internal 
consistency and test-retest reliability (Miller & Johnson, 2008). For the current study, α was .75 
for the CQ at baseline.  
Client Motivation for Therapy Scale (CMOTS; see Appendix C) 
The CMOTS (Pelletier et al., 1997) served as a second self-report measure of motivation. 
It is a 24-item measure of client motivation based on self-determination theory (Deci & Ryan, 
1985). It theorizes that there are six types of motivation falling on a continuum of autonomy, 
from amotivation to intrinsic motivation. This measure yields subscale scores for each type of 
motivation, as well as a total score which is calculated as the sum of intrinsic, introjected, 
identified, and integrated motivation minus the sum of the external motivation and amotivation. 
Higher total scores reflect higher levels of motivation. The CMOTS has good internal 
consistency, and good convergent and discriminant validity (Pelletier et al., 1997). For the 
current study, α was .84 for the CMOTS total score at baseline.  
Motivational Interviewing Skill Code (MISC) Version 1.1 
The MISC Version 1.1 (Glynn & Moyers, 2009) was used to quantify client motivational 
language or statements about change in session 1. The client/therapist interaction is video 
recorded and then coded by independent coders at a later date. Client verbalizations are 
categorized as movement toward or away from an identified target behaviour. CT is language in 
which a client endorses or expresses agreement with change, argues for change, or moves toward 
change. CCT is language that reflects arguments against change, objection to change, or 
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movement away from change. In the substance abuse domain, the MISC has been found to have 
good reliability and strong predictive validity (e.g., Magill et al., 2010; Moyers et al., 2009; 
Vader et al., 2010). Additionally, the MISC has recently been applied to the area of GAD, also 
demonstrating reliability and predictive validity (Button, 2013; Lombardi et al., 2014; Sijercic et 
al., 2016).  
Adapted Client Resistance Code 
Resistance was coded using an adapted version (Westra, Aviram, Kertes, Ahmed, & 
Connors, 2009) of the Client Resistance Code (CRC; Chamberlain, Patterson, Reid, Kavanaugh, 
& Forgatch, 1984). Resistance is defined as any behaviour that opposes, blocks, diverts, or 
impedes the direction set by the therapist. It can be expressed directly, for example through 
verbal statements opposing the therapist, or indirectly through the therapeutic process, with 
behaviours such as disagreeing, ignoring, or interrupting. The original CRC has 11 resistance 
categories, but these categories have been collapsed into one general resistance rating in the 
adapted resistance code. This captures the presence or absence of resistance and aids in 
achieving reliability among coders. The client/therapist interaction is video recorded and then 
coded by independent coders at a later date. Resistance is rated on a scale from zero to three: 0 = 
no resistance, or cooperation; 1 = minimal or qualified resistance; 2 = clear, unqualified 
resistance; 3 = hostile resistance or confrontation. The original CRC has good construct and 
predictive validity, good face and content validity, and excellent reliability (Bischoff & Tracey, 
1995; Chamberlain et al., 1984; Patterson & Forgatch, 1985). The adapted CRC has been found 
to possess strong predictive validity in many studies (e.g., Aviram & Westra, 2011; Aviram, 
Westra, Constantino, & Antony, 2016; Sijercic et al., 2016) and is a strong predictor of CBT 
therapist nonadherence (Zickgraf et al., 2015). 
21 
 
Procedure  
Participants were recruited through community advertisements in the greater Toronto 
area. Informed consent was obtained for all participants, which included consent to videotaped 
sessions and secondary data analyses. The CQ and CMOTS were completed by participants at 
baseline, prior to session 1 of treatment. PSWQ scores collected at pretreatment, posttreatment, 
and 1-year follow-up were used.  
MISC Coding 
The first session of treatment for each participant was coded by independent coders in its 
entirety in order to quantify the frequency of CT and CCT statements. As GAD is a 
heterogeneous disorder with various therapeutic targets for change, a broad range of targets were 
identified throughout the session (e.g., worry, reassurance seeking, perfectionism, etc.) and 
language was coded as moving toward or away from any of these targets. Verbalizations coded 
included any statements that expressed ability, commitment, desire, need, or reason (or lack 
thereof), or step toward (or away from) change (Glynn & Moyers, 2009). Frequency of CT and 
CCT statements were determined by tallying the amount of each type of statement and dividing 
this value by the total number of client utterances in the session. This was done to control for 
individual differences in client verbosity.  
The team of coders consisted of two upper level undergraduate students in psychology 
and a master’s level graduate student in clinical psychology. One of the coders was involved in 
adapting the MISC for use with CBT for GAD, and the remaining two coders were trained to 
criterion over a period of 4 months. Coders participated in two 3-hour training workshops and 
independently rated test materials to determine proficiency, until 85 percent observed agreement 
against the test materials was achieved. Coders were kept blind to clients’ outcome and met 
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weekly to discuss any coding concerns. Twenty-five percent of all materials were double coded 
to determine reliability. Kappa coefficients for each pair of coders and ranged from 0.75 to 0.95, 
with a mean of 0.86, indicating good to excellent agreement (Fleiss, 1981). 
Resistance Coding and Differentiation of CCT 
To determine CCT-A and CCT-R, the first session was also coded for resistance. 
Following this, each specific CCT statement (previously coded using the MISC) was examined 
to determine whether it overlapped with resistance (i.e., was uttered in order to oppose the 
therapist). CCT statements that were also coded as resistance were coded as CCT-R, and CCT 
statements that occurred during cooperation were coded CCT-A. Tallies of ambivalent and 
resistant CCT were divided by the number of utterances in the session to control for client 
verbosity. 
Resistance was coded by three graduate students in clinical psychology and one doctoral 
level psychologist. All coders participated in a 2-day workshop on the adapted CRC, and 
independently coded practice sessions with weekly review meetings over a 10-month period until 
85% observer agreement on the practice codes was achieved. Coders were blind to client 
treatment condition and outcome. Interrater reliability was calculated for 20% of the session 
content, with weighted kappa coefficients ranging from .70 to .98, indicating good to excellent 
agreement (Fleiss, 1981).  
Data Analyses  
Preliminary analyses were conducted to examine differences between treatment groups 
on demographics and initial severity. T-tests were conducted for continuous variables, and chi 
square analyses for categorical variables. If a significant difference between treatment groups 
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existed by chance, these variables were controlled for in subsequent between-groups analyses. 
Correlations between all study variables were calculated.  
Multilevel modelling was conducted using the R Statistical Environment to determine the 
relation between the motivational measures and outcomes. Specifically, random intercept models 
were estimated to account for the nesting of clients within therapists, controlling for potential 
therapist effects. In step 1 of the model, baseline PSWQ score was regressed onto outcome to 
control for baseline worry. In step 2, self-report measures of motivation were included to 
determine how they added to the predictive capacity of the model. In step 3, motivational 
language measures were added to the model to determine their predictive capacity, over and 
above self-report measures. The change in R² was calculated from step 2 to step 3 and tested for 
significance. This process was completed twice, once for each outcome measure (posttreatment 
and 1-year posttreatment PSWQ). The residuals of each final model were graphed, and levels of 
skew and kurtosis were examined.  
Missing data were accounted for using complete case analysis. Final post-treatment 
analyses had N=69, and final 1-year posttreatment analysis had N=67. Differences between 
completers and non-completers in demographics, initial severity, and motivation variables were 
assessed using t-tests for continuous variables, and chi square analyses for categorical variables. 
These groups differed only in proportion of utterances that were change talk, with 19% of 
utterances being CT for completers, and 12% of utterances being CT for non-completers (p = 
.042). 
To examine motivational language differences between treatment groups multilevel 
modelling was again used, with random intercept models accounting for nested data. Treatment 
group was regressed onto each motivational language measure (CT, CCT-A, and CCT-R), while 
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controlling for gender and medication status. These analyses did not contain any missing data, so 
for all analyses N=85.  
Power analysis from the parent RCT study indicated that a total sample of 89 participants 
was needed to have .80 power to detect moderate treatment effects on linear change rates 
(Westra et al., 2016). The study was close to the power estimate, and power is presented for each 
analysis via the β values in Table 3 and Table 4.  
The trial and subsequent secondary data analyses were approved by the institutional 
review boards at the two data collections sites. Thus, the present study conforms to the standards 
of the Canadian Tri-Council Research Ethics Guidelines. 
Results  
Descriptive Statistics  
Client demographics and the means and standard deviations for all measures are 
presented in Table 1. Despite random assignment in the larger parent study, the CBT alone group 
had slightly more female participants (p = .049), as well as a tendency toward having more 
medicated participants, though this finding was not statistically significant (p = .062).  
Participants in the CBT alone group scored higher on the CQ (p = .013), indicating 
increased motivation, but did not score higher on the other motivational measure, the CMOTS, 
showing inconsistency in motivational self-report measures at baseline. Initial severity, age, 
highest level of education, ethnicity, marital status, worry chronicity, and comorbidity did not 
differ significantly between treatment groups.  
Intercorrelations of Measures  
Correlations between the various measures evaluated in the present study are presented in 
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Table 2. The CQ and CMOTS were significantly positively correlated, but neither were 
significantly correlated with the observed measures of motivational language (CT, CCT-A, CCT-
R). Correlations among the observed language measures indicated that CT was significantly 
positively correlated with CCT-A.  
CQ was significantly negatively correlated with PSWQ at posttreatment, but not at 1-year 
follow-up. In contrast, higher scores on both types of observed counter-change statements (CCT-
A and CCT-R) were significantly correlated with higher posttreatment and 1-year posttreatment 
worry. Neither CT nor CMOTS were significantly correlated with worry outcome.  
Predicting Outcomes with Motivational Measures 
The results of the models are presented in Table 3. The intraclass correlation (ICC) for 
therapist effects on PSWQ score was .0016, suggesting that therapist characteristics accounted 
for less than 1% of the variance in PSWQ (Constantino et al., 2017; Westra et al., 2016). This 
indicates that variation in PSWQ score was not due to clients sharing the same therapist.  
Predicting Posttreatment Worry 
Neither pretreatment PSWQ nor the self-report measures of motivation (CQ and 
CMOTS) had a significant effect on posttreatment PSWQ. When observed language measures of 
motivation (CT, CCT-A, CCT-R) were added to the model, CT did not have a significant effect 
on posttreatment worry, but both subtypes of CCT did. For every 1% increase in CCT-A, 
posttreatment worry scores increased by .9 points. For every 1% increase in CCT-R, 
posttreatment worry increased by 2.3 points. The change in R² revealed the final model explained 
21% more of the variance in posttreatment worry than the model including self-report measures 
alone (p < 0.001). The assumption of normality was not found to be violated in the final model. 
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Predicting Worry at 1-year Posttreatment 
In this model, baseline PSWQ, CQ, and CMOTS scores also had no significant effect on 
1-year follow-up worry scores. However, all observed motivational language indices predicted 
long-term outcome. For every 1% increase in CT, worry 1 year later decreased by .4 points. For 
every 1% increase in CCT-A and CCT-R, worry at 1-year follow-up increased by 1 and 2.8 
points respectively. The final model accounted for 38% more variance when observational 
measures of motivation were included, compared to self-report alone (p < .001). The assumption 
of normality was not found to be violated in the final model. 
Motivational Language Differences by Treatment Group   
Table 4 presents the results of the between-group analyses. Neither levels of CT nor 
CCT-A differed significantly by treatment group. However, CCT-R levels did differ significantly 
as a function of treatment group. Compared to CBT alone, MI-CBT clients showed a 
significantly lower proportion of statements in the first session of treatment that were CCT-R. 
Where only half a percent of statements were CCT-R in the MI-CBT group, two percent of 
statements were CCT-R in the CBT alone group. The effect size for this difference was d = .64 
(95% CI: 1.07 to 0.20), which indicates a medium effect size.   
Discussion  
The results of this study support the use of observational measures over self-report 
measures of motivation in CBT for GAD. Of the self-report and observational measures of 
motivation examined, only in-session observed motivational language, as measured by the MISC 
and by an arm’s length observer, significantly predicted worry. Moreover, whereas the self-
report measures of motivation were significantly correlated with each other, they were not 
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correlated with any of the observed motivational language indices. This implies that self-report 
measures are assessing a different construct from that of in-session language assessment. 
Together, the motivational language indices consistently predicted both posttreatment and 
1-year follow-up outcomes. In particular, higher levels of both ambivalent and resistant counter-
change talk in the first session were related to greater worry at both posttreatment and at 1-year 
follow-up. In addition, higher levels of change talk were associated with less worry at 1-year 
follow up. In contrast, the two self-report measures of motivation were not significantly related 
to client outcome at either time point. In fact, the observed measures of motivation explained a 
significant amount of the variance in outcome at posttreatment, above and beyond self-report 
measures. The predictive capacity increased even further at 1-year follow-up. This finding is in 
line with previous research comparing the MISC and self-report, with Lombardi and colleagues 
(2014) finding the MISC to explain the same proportion of variance in worry severity at 
posttreatment.  
Among the types of motivational language, talk against change was the most potent 
predictor of outcome. This finding is consistent with previous studies on CBT for GAD in which 
counter-change talk emerged as a consistent predictor of outcomes, whereas change talk was 
nonsignificant (Hunter et al., 2014; Lombardi et al., 2014; Westra & Norouzian, 2018), with the 
exception of one study (Goodwin et al., 2017). Recent research in addictions has also focused 
more on talk against change, noting that it has a greater effect on outcome compared to talk in 
favour of change (Apodaca et al., 2014; Magill et al., 2014). The potency of counter-change talk 
as a predictor is striking considering how relatively rare it is in a session. Overall, an average of 
only 11% of client utterances were against change in the first session. Stated differently, most 
client utterances did not oppose change in session 1. This suggests that not all client utterances in 
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a session are of equal significance, and therapists must be able to sift through these statements 
and pick out key moments when they occur. 
In particular, resistant talk against change had the largest effect on client outcome. 
Although ambivalent counter-change talk did predict increased post-treatment worry scores, this 
effect was three times stronger with resistant counter-change talk, validating Sijercic and 
colleagues’ (2016) conclusion that the interpersonal context of talk against change is critically 
important. Resistant talk against change was the rarest of all motivational language indices, yet 
had the most potent effect. Making up an average of only 1.2% of client utterances, this variable 
was capable of strongly predicting outcomes over a year later. Resistant talk against change is 
clearly detrimental to outcomes, and therapists should actively be on the lookout for this type of 
language and should aim to prevent its occurrence. A number of recent studies looking at 
resistance support that these moments are very important, having found resistance to be one of 
the main predictors of outcome, and to be much more predictive than cooperation (Westra, 
2011). While therapists may be naturally inclined to look to change talk as a barometer of a 
client’s motivation, the emerging results in the area of CBT for GAD suggest that counter-
change statements, and resistant counter-change statements in particular, are actually more 
revealing.  
 The presence of ambivalent talk against change as a predictor of outcome (although to a 
lesser extent than resistant talk against change), was contrary to previous research from Sijercic 
and colleagues (2016). One potential reason for this is the higher GAD severity in this study, 
with baseline worry averaging 75 out of a possible 80, rather than 65 (Sijercic et al., 2016). Thus, 
this sample, also being larger than the Sijercic sample, may have had higher variability in 
ambivalent counter-change talk in order to detect effects. Furthermore, the emergence of change 
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talk as a predictor of outcomes was contrary to our expectations and previous research in CBT 
for GAD. Although change talk is consistently an important predictor in addictions, research in 
anxiety disorders has found it to be unrelated to outcomes (Hunter et al., 2014; Lombardi et al., 
2014; Westra & Norouzian, 2018). Talk favouring change has been hypothesized to not predict 
outcomes in anxiety because these statements are ‘throwaway statements’, uttered simply 
because the client wishes to put their best foot forward in their first session with the therapist, 
and because the content of the conversation in session 1 pulls for articulating need and desire for 
treatment (Lombardi et al., 2014). In contrast, substance use disorders can be very severe, with 
high effects on functioning and increased stigma in relation to anxiety. It is possible that 
individuals with substance use disorders argue for change in session 1 honestly and with more 
conviction, sincerely hoping to escape the stigma and severity of their disorder. Similarly, this 
sample included only individuals with severe GAD, and thus the impact on functioning is likely 
greater than anxious samples with a wider range of severity. The participants in the present study 
may have been so severely anxious, that their desire to change is more marked, thus making 
these statements a true measure of motivation that has bearing on outcome. This would also 
explain recent significant change talk findings from Goodwin and colleagues (2017), as they also 
examined this severe GAD sample. Another important note is that change talk did not emerge as 
a predictor until one year after treatment was completed. Past studies examining change talk and 
outcomes, such as the Lombardi (2014) study cited throughout this paper, only looked at worry 
immediately following treatment. This study replicates the result that change talk is not 
associated with worry posttreatment, but discovers an effect when participants are assessed one 
year later.  
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When CBT alone was compared with MI-CBT, resistant talk against change was the only 
motivational language variable that differed between groups. Such statements were much less 
common among MI-CBT clients, indicating that resistant counter-change talk in particular is an 
index that may be sensitive to the impact of MI. The similar ambivalence rates, but markedly 
different resistant rates, indicate that MI-CBT therapists may be skilled at not allowing the 
client’s ambivalence to progress into resistance. Through normalizing and encouraging clients to 
freely discuss their concerns, reservations, and fears about change, MI-CBT therapists create a 
context in which the client is safe to reveal any ambivalence about change that exists for them. In 
contrast, the more change-focused stance in CBT alone may lead such reservations to emerge as 
resistance or opposition. In fact, therapist direction in the context of client ambivalence is a 
highly reliable predictor of resistance (for a review see Westra & Norouzian, 2018). MI 
specifically focuses on identifying and dealing with ambivalence and resistance, and thus overall 
resistance is decreased when MI is integrated with CBT (Aviram et al., 2016; Constantino et al., 
2017). The responsive implementation of MI skills during times of client ambivalence may 
prevent opposition, thereby lowering the incidence of resistant talk against change.  
It is also noteworthy that the predictive capacity of motivational language increased over 
time. The variance accounted for by both types of counter-change talk almost doubled from post-
treatment to 1-year follow-up, and change talk only emerged as a predictor at follow-up. This 
may be because immediately posttreatment, anxiety reduction depends on the ability of the client 
to implement the techniques they learned in therapy. However, in order to maintain these gains, 
the client must be motivated to continue using these techniques. Those who were less motivated 
may be compliant in using worry-reduction strategies during treatment, but may be prone to 
relapse at follow-up because they are lacking intrinsic motivation, which is important for 
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maintenance of gains (Davison et al., 1973). In other words, motivation may become a more 
critical factor as the distance from treatment, and distance from external encouragement to 
implement strategies, increases.  
The null result of the Change Questionnaire on outcome is interesting to consider, as it is 
based on psycholinguistic analyses of client motivational speech and, therefore, categorizes 
motivation similarly to the MISC. Despite this, these two measures had very different predictive 
capacity. This emphasizes that the problem with motivational measures lies with self-report in 
general, as the same construct measured through observation had much more impressive 
performance. Moreover, while the self-report measures of motivation were significantly 
correlated to each other, they were not correlated with any of the motivational language 
variables. This implies that self-report measures are assessing a somewhat different concept of 
motivation to change. For example, self-report measures may instead measure how motivated 
one wishes to appear, resulting from social desirability bias. Alternatively, clients may not be 
accurately aware of their levels of motivation, possibly to reduce cognitive dissonance resulting 
from attending therapy when they aren’t committed to change. Moreover, clients may not be 
fully aware of their reasons to change, desire to change etc., until they start discussing it in 
session. Waller (2012) has identified all of these factors as obstacles to measuring motivation in 
eating disorders, and this may also be the case in GAD.  
In general, these findings underscore the importance of therapists monitoring motivation 
through observation rather than relying solely on client self-report. Sessions could be observed 
by arm’s length coders after specific sessions (i.e. at the outset of therapy as measured in this 
study, or at other sessions partway through treatment), or if therapy is not progressing as 
expected. In addition, the effect of talk against change on outcomes implies that learning to 
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identify these moments in therapy may be critical. The effect of these therapeutic markers 
emphasizes the importance of process-centered training, so that markers of negative therapeutic 
process can be addressed as they occur (Westra & Constantino, in press). The findings also 
identify MI as a valuable tool to integrate with existing therapeutic techniques, because infusing 
it with other treatments may reduce these harmful processes. Clinicians can use the presence of 
resistant talk against change as a marker to switch to the supportive style of MI, thereby reducing 
the occurrence of future resistant statements. Learning to do so may provide clinicians the 
opportunity to enhance treatment outcome. 
Strengths, Limitations, and Future Directions 
This study directly tests the predictive ability of the MISC in comparison to commonly 
used self-report measures of motivation for anxiety, replicating and extending a previous study 
that had found promise with this measure. Client motivation has been widely considered to be a 
key factor in therapy, but the predictive capacity of in-session motivational language found in the 
current study indicates it may be even more important than previous self-report measures have 
indicated. These findings further support the centrality of client motivation for change to 
outcomes in CBT (Lombardi et al., 2014; Westra, 2012; Zuroff et al., 2007). The additional 
support for the MISC in the present study, replicating previous research, allows for advancement 
in research exploring how motivation impacts the process of clinical treatment in CBT for 
anxiety. For example, the relation of motivation to other important clinical variables could be 
explored, as well as changes in motivation over the course of treatment. To my knowledge, this 
study is also the first to examine how motivational language is affected by integrating 
Motivational Interviewing, and offers evidence that MI is an effective way to reduce harmful talk 
33 
 
against change, valuable knowledge for clinicians working with unmotivated or ambivalent 
clients.  
A limitation of the present study is that it only included individuals with GAD in a CBT 
and MI-CBT context, and the majority of these individuals were Caucasian females.  Future 
studies should examine the predictive capacity of motivational language in other and more 
diverse populations. This would help determine whether the predictive capacity of motivational 
language extends to other individuals, clinical contexts, and theoretical approaches beyond CBT. 
The clinicians in this study were also fairly inexperienced, being either doctoral or post-doctoral 
level psychologists. This could have an effect on treatment, however these clinicians were 
supervised by experienced psychotherapists, and research demonstrates that therapist experience 
does not affect psychotherapy outcome (Leon, Martinovich, Lutz, & Lyons, 2005).   
Furthermore, treatment group was not controlled for in the models determining whether 
motivational language variables predicted outcome. Thus, we cannot say whether this effect is 
being driven by one specific treatment group (i.e., the CBT group), and if this effect would be 
decreased when treatment group is controlled for. Future studies should control for treatment 
group. 
A further limitation is that the measurement of self-reported motivation and observed 
motivation occurred at different time points. Self-report measures were administered before 
treatment, whereas observed motivation was measured in the first session of treatment. This was 
necessary due to the nature of the study, as the motivation measured via the MISC requires an 
interaction between client and therapist, and the inclusion of the interpersonal measures 
(ambivalence versus resistance) requires this interpersonal context.  
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Finally, only participants with complete data were included in the post-treatment and 
follow-up analyses, which may make these results non-generalizable to dropout participants. 
Further, it is possible that the inclusion of these participants would have altered the effect of 
motivational variables on outcome, although dropout participants did not significantly differ on 
four of the five motivational measures used.  
Future research should examine whether the effect of resistant counter-change talk is 
moderated by personality differences. Clients ranged widely in their frequency of this type of 
language. It is likely that this is not just a treatment effect, but a personality effect as well. Some 
individuals in this study may be naturally more oppositional or reactive, which may impact the 
effect of this variable on treatment outcome. Individual differences in reactance potential and 
locus of control have been hypothesized to affect levels of resistance (Bischoff & Tracey, 1995). 
Agreeableness, dominance, and extraversion are also of relevance to resistance, and their effect 
should be considered.  
Future research should also examine how well therapists could identify the motivational 
language of their own clients. This study examined motivation measured by independent coders 
after sessions have been completed, and as discussed above, the significance of in-session 
language indicates that the ability for therapists to identify it in their own clients would be 
extremely useful. Although therapists have been found to be unreliable at identifying their own 
clients’ motivation levels (Geller, 2002), it is possible that therapists may be able to quantify 
motivation in a more objective manner if they are trained in the MISC coding system. Studies 
should be conducted examining first how well therapists can code motivation via the MISC after 
sessions have occurred (i.e. when they aren’t enmeshed in the client-therapist interaction), and 
then should examine whether it is possible for trained therapists to identify motivational 
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statements in the moment. Comparing these therapist ratings of motivation to unbiased coders 
would be telling.    
Lastly, given that MI-CBT and CBT alone only differed on the amount of resistant talk 
against change, and that resistant talk against change was the most detrimental to outcome, future 
research should investigate whether decreased resistant counter-change talk is a mediator of 
improved outcome when infusing MI with CBT.  
Conclusions 
In sum, early in-session language regarding change, and specifically statements 
countering change, are important measures of motivation that significantly predict outcome in 
CBT for GAD. The effects of these motivational statements persist and even grow in predictive 
capacity as distance from treatment increases. The integration of MI with CBT decreases the 
frequency of the most harmful of these motivational statements: counter-change talk uttered in 
order to oppose the therapist/therapy. These findings have both clinical and research 
implications. They highlight the importance of identification and management of client 
motivation markers, and encourage research identifying the optimal ways for therapists to 
respond to these markers to prevent future occurrence (Westra & Constantino, in press). One 
possible response suggested by this research is the implementation of MI techniques to decrease 
resistant CCT and ultimately encourage CT. This research supports such responsive management 
of motivational process markers and tailoring treatment to individual differences in motivation 
(Constantino, Boswell, Bernecker, & Castonguay, 2013). 
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Table 1. Sample demographic characteristics and descriptive statistics 
Measure Total Sample  CBT (n = 43) MI-CBT (n = 42) 
PSWQ 
Baseline 
Posttreatment 
1-year posttreatment 
 
M=74.87, SD=3.42 
M=43.89, SD=17.02 
M=40.28, SD=16.21 
 
 
M=75.05, SD=3.43 
M=41.24, SD=17.79 
M=42.85, SD=18.37 
 
 
M=74.69, SD=3.44 
M=46.18, SD=16.21 
M=37.92, SD=13.79 
CQ  M=104.45, SD=10.53 M=107.23, SD=8.76 M=101.60, SD=11.50 
CMOTS  M=69.25, SD=14.35 
 
M=71.40, SD=12.28 M=67.10, SD=16.02 
CT M=17.81, SD=11.19 M=16.28, SD=7.72 M=19.38, SD=13.81 
CCT-A M=9.96, SD=6.62 M=10.21, SD=6.34 M=9.70, SD=6.96 
CCT-R M=1.20, SD=2.10 M=1.83, SD=2.66 M=.55, SD=.96 
    
Sex 75 female, 10 male  
 
41 female, 2 male 34 female, 8 male  
Age (years) M=33.33, SD=11.23 
 
M=34.19, SD=11.92 M=32.45, SD=10.54 
Ethnic Group 60 Caucasian  
11 Asian  
  3 Hispanic 
  2 African Canadian 
  9 Multiracial/other 
 
32 Caucasian 
  5 Asian  
  2 Hispanic 
  0 African Canadian 
  4 Multiracial/other 
28 Caucasian 
  6 Asian 
  1 Hispanic 
  2 African Canadian 
  5 Multiracial/other 
 
Marital status 47 cohabitating  
33 never married  
  4 separated 
  1 widowed 
 
23 cohabitating 
16 never married 
  2 separated 
  1 widowed 
 
24 cohabitating  
17 never married  
  1 separated 
Medication Status  18 medicated 
67 unmedicated  
13 medicated 
30 unmedicated 
  5 medicated  
37 unmedicated 
 
Highest level of 
education 
 
  1 elementary 
27 high school  
57 postsecondary 
  
1 elementary 
16 high school  
26 postsecondary  
   
0 elementary 
11 high school  
31 postsecondary  
    
Worry chronicity (in 
years) 
12.22 (.75-45) 
 
13.43 (1-45) 10.98 (.75-43) 
Comorbidity   68 comorbid disorders 
60 other anxiety 
30 depression 
37 comorbid disorders 
31 other anxiety 
17 depression 
32 comorbid disorders 
29 other anxiety  
13 depression 
Note. CBT = Cognitive-Behavioural Therapy; MI-CBT = Motivational Interviewing integrated 
with Cognitive-Behavioural Therapy. PSWQ = Penn State Worry Questionnaire; CQ = Change 
Questionnaire; CMOTS = Client Motivation for Therapy Scale; CT = change talk; CCT-A = 
ambivalent counter-change talk; CCT-R = resistant counter-change talk   
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Table 2. Correlations between measures  
Measure 1 2 3 4 5 7 8 9 
1. CQ ---- .37** .21 -.11 -.03 .15 -.25* -.05 
2. CMOTS  ---- .01 -.20 -.12 -.09 -.23 -.09 
3. CT   ---- .34** -.01 -.04 -.11 -.15 
4. CCT-A    ---- .10 .02 .33** .38** 
5. CCT-R     ---- .15 .35** .44*** 
7. PSWQ pre      ---- -.00 -.11 
8. PSWQ post       ---- .64*** 
9. PSWQ 1yr        ---- 
Note. CQ = Change Questionnaire; CMOTS = Client Motivation for Therapy Scale; CT = 
change talk; CCT-A = ambivalent counter-change talk; CCT-R = resistant counter-change talk; 
PSWQ = Penn State Worry Questionnaire. *p < .05, **p < .01, ***p < .001. 
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Table 3. Multilevel modelling analyses of motivational measures on worry outcomes 
Step β t p R² 
PSWQ posttreatment (n = 69) 
(1) PSWQ pretreatment  
(2) Self-report motivation  
CQ 
CMOTS 
     (3) Observed motivation  
CT 
CCT-A 
CCT-R 
 
 
<.001 
 
-.36 
-.15 
 
-.32 
  .91 
2.29 
 
<.001 
 
-1.47 
-.92 
 
-1.90 
3.10 
2.65 
 
.99 
 
.15 
.36 
 
.06 
.004** 
.011* 
 
 
.06 
 
 
.27 
 
 
 
ΔR² = .21*** 
PSWQ 1-year posttreatment (n = 67) 
    (1) PSWQ pretreatment  
    (2) Self-report motivation  
CQ 
CMOTS 
    (3) Observed motivation  
CT 
CCT-A 
CCT-R 
 
 
.51 
 
-.15 
-.04 
 
-.41 
1.03 
2.78 
 
.88 
 
-.61 
-.26 
 
-2.54 
3.90 
3.55 
 
.38 
 
.54 
.80 
 
.02* 
.001*** 
.001*** 
 
 
 
.00 
 
 
.38 
 
 
 
ΔR² =.38*** 
Note. PSWQ = Penn State Worry Questionnaire; CQ = Change Questionnaire; CMOTS = Client 
Motivation for Therapy Scale; CT = change talk; CCT-A = ambivalent counter-change talk; 
CCT-R = resistant counter-change talk. *p < .05, **p < .01, ***p < 0.001. 
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Table 4. Motivational language differences between treatment groups  
 CBT (n = 43)  MI-CBT (n = 42)     
Language variable  M (SD) M (SD) β t p 
CT 
CCT-A 
CCT-R 
 
16.28 (7.72) 
10.21(6.34) 
1.83 (2.66) 
19.38 (13.81) 
9.70 (6.96) 
.55 (.96) 
2.90 
-1.14 
-1.27 
1.11 
-.75 
-2.74 
.27 
.46 
.013* 
Note. CBT = Cognitive-Behavioural Therapy; MI-CBT = Motivational Interviewing integrated 
with Cognitive-Behavioural Therapy; CT = change talk; CCT-A = ambivalent counter-change 
talk; CCT-R = resistant counter-change talk.  Multilevel modelling controlling for therapist 
effects. *p < .05. 
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Appendix A: Penn State Worry Questionnaire 
PSWQ 
Instructions. Please read the following statements and rate the degree to which each describes 
you “on average” in the past week. Use the following scale.  
 
1   2   3   4   5 
     Not at all    Somewhat typical   Very typical 
              typical of me             of me                                 of me 
 
 
____ 1. I worry if I do not have enough time to do everything  
____ 2. My worries overwhelm me  
____ 3. I tend to worry about things  
____ 4. Many situations make me worry  
____ 5. I know I should not worry about things, but I just cannot help it  
____ 6. When I am under pressure I worry a lot  
____ 7. I am always worried about something  
____ 8. I find it hard to dismiss worrisome thoughts  
____ 9. As soon as I finish one task, I start to worry about everything else I have to do  
____ 10. I always worry about everything  
____ 11. Even when there is nothing more I can do about a concern, I continue to worry  
about it  
 
____ 12. I have been a worrier all my life  
____ 13. I notice that I have been worrying about things  
____ 14. Once I start worrying, I cannot stop  
____ 15. I worry all the time  
____ 16. I worry about projects until they are done  
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Appendix B: Change Questionnaire 
CQ 
 
For each question below, please circle the one number that best describes where you are right 
now on reducing worry. 
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Appendix C: Client Motivation for Therapy Scale 
Client Motivation for Therapy Scale (CMOTS) 
  
WHY ARE YOU PRESENTLY INVOLVED IN THERAPY?  
Using the scale below, please indicate to what extent each of the following items corresponds to 
the reasons why you are presently involved in therapy by circling the appropriate number to the 
right of each item. We realize that the reasons why you are in therapy at this moment may differ 
from the reasons that you initially began therapy. However, we are interested to know why you are 
in therapy at the present moment.  
1 = Does not correspond at all   
2…       
3…       
4 = Corresponds moderately   
5…       
6…       
7 = Corresponds exactly    
 
1. For the pleasure I experience when I feel completely absorbed in a therapy session.  
2. For the satisfaction I have when I try to achieve my personal goals in the course of 
therapy.  
3. Because I would like to make changes to my current situation.  
4. Because I believe that eventually it will allow me to feel better.  
5. Because I experience pleasure and satisfaction when I learn new things about 
myself that I didn't know before.  
6. Because I believe that therapy will allow me to deal with things better.  
7. For the interest I have in understanding more about myself.  
8. Because through therapy I've come to see a way that I can continue to approach 
different aspects of my life.  
9. Because through therapy I feel that I can now take responsibility for making changes 
in my life.  
10. Because I believe it's a good thing to do to find solutions to my problem.  
11. Because I feel that changes that are taking place through therapy are becoming part 
of me  
12. Because I value the way therapy allows me to make changes in my life.  
 
 
 
